of their technic. I believe, then, that I am doing useful work in setting forth the rules of procedure which I have acquired from a personal experience of twenty cases.
I will suppose that the operation done has been that of Killian (which I consider really the best and most likely to avoid post-operative accidents). I will suppose furthermore, that the operative breach has been proportionate in its extent to that of the frontal sinus, of such a sort that none of its ramifications have escaped curettage and disinfection, and that by complete resection of the ethmoid cells a communication as large as possible has been established between the frontal focus and the nasal fossa. Also, that not only has the resection of the anterior wall been carried to the extreme superior and external limits of the bony cavity, but that care has been taken to avoid the subsequent existence of any angle of bone which may produce ulceration by pressure upon the skin carefully applied to the deep osseous cavity.
'With these precautions the patient has every chance of a prompt cure, that is to say, in three or four weeks, if his frontal sinus does not conceal any prolongation which has escaped opening and cleaning, and if no ulterior fault has been committed.
Before entering upon the question of post-operative care, other matters present themselves: Is it wise to tampon and keep the sinus tamponed for one or several days with absorbent gauze, either iodoformized or not? May we or should we immediately and completely suture the cutaneous wound? As for the first question, I admit having adopted up to the last two years the practice of tamponing the sinus with iodoform gauze, introduced, before suture of the wound, into all the ramifications of the sinus, while the other end was carried through the large nasal communication to the nasal entrance. Since then, being desirous of simplifying an operation so long and complex in its other steps, I have stopped this technical detail without regret, preferring at the end of the operation to apply the skin deeply to the bony walls above the orbital arch which has been conserved. It appears to me that real benefit to the patient has resulted from this simplification, and he is thus spared the pain of extracting the drain and the inconvenience of its presence in the nasal fossa.
More delicate to trench upon is the question of immediately uniting the cutaneous wound. For my part, I have always done it, except in one patient in whom the very extraordinary dimensions of the frontal antrum had favored a recurrence from retention, an accident which I had tried to avoid at my second operation by keeping the external wound open for several days by a large drain. After the visit which I made that same year to Professor Killian's clinic, and after a conversation with him concerning a case of frontal antritis complicated with infection of the soft parts which he operated upon in my presence, I was rather disposed to imitate his example in similar cases, that is .to say, not to suture until after twenty-four or forty-eight hours, during which the cavity was kept packed with gauze. I imagine that in such cases a moist dressing would be better for disinfection. Killian thinks that this precaution is the best means of avoiding post-operative erysipelas. In fact, I recall two cases of erysipelas terminating fatally which were naturally explained by the fact that immediate suture had been done upon the infected skin as was shown by edema and redness. Aside from this, it appears to me very advantageous for the patient that, the moment disinfection is complete and free communication with the nasal fossa is created, the wound should be immediately united.
Suture having been done, the indications for treatment are limited to three, as follows: (1) To take the rectal temperature for three weeks, morning and evening, in order to avert right at the beginning the slightest symptom of retention.
(2) To preserve perfect communication between the sinus and the nasal fossa. (3) To promote the attachment of the skin to the deep bony walls.
In the great majority of cases when Killian's operation has been done according to the author's rules, there results such an enlargement of the fronto-nasal duct that we need hardly fear retention, which we see too often at the third week after the so-called Ogston-Luc method. Nevertheless, it is indisputable that the passage in question, however large it may appear after the operation, shows after a few days a marked tendency to contract. This circumstance, together with the peculiar character of the pathologic post-operative secretions in the nasal fossa, generally thick and tending to form crusts, explains how the latter may at any time block up the focus and be an obstacle to the escape of pus. So I have adopted the practice, no matter how few the crusts may be, of extracting them from the nasal fossa each day by means of a special long forceps. Then with a cotton carrier with a curved end, the concavity being directed above and forward, and the swab impregnated with hydrogen dioxid, or an iodized solution, I sweep it without vio.cnce throug-h the Ironto-nasal tract which is generally easy to distinguish. In this manner its permeability is absolutely assured. On the other hand, I disapprove of every sort of lavage which might result in infecting the newly sutured skin wound. I advise the patient. also, not to blow his nose except with moderate effort, in order to avoid distension and infiltration with air of the soft parts which are not yet firmly united over the breach. Finally, it has seemed to me useful, as soon as the crusts begin to form in the nasal fossa, to have the patient use a mentholated spray several times rt iily to soften the pathologic accumulations and aid their expulsion.
However small the frontal antrum may be, requiring a corresponding resection of its anterior wall, it is usual, if the operation is successful, for a slight depression to appear over the wound between the second and fourth week. This depression becomes more accentuated subsequently as the pathologic secretions diminish and the scar tissue develops which tends to unite .the skin with the depths of the bony cavity. My experience has taught me to consider this depression as an excellent sign of cure. Although its formation is often the spontaneous result of cicatrization, as I have just said, I believe it is advantageous to favor its appearance. to fish for it so to speak, by exerting slight compression beginning with the first dressing, over the opening, by means of gauze pledgers piled upon each other and corresponding as nearly as possible to the size of the breach. Care should be taken in applying the elastic bandage to make the turns from above downward so as to force the contents into the nasal fossa and not shut them up inside. Besides, the pressure of the bandage should be very moderate,especially if the bone borders have not been carefully smoothed. In fact, I hav-had occasion to observe several times in these conditions the appearance of phlyctenules followed by ulceration of the skin and evidently due to compression against the borders mentioned, perhaps also favored by section of the cutaneous filaments of the frontal nerve thus predisposing the area to trophic troubles. I have adopted the practice of keep-ing on the compressive bandage for a month after operation, both to protect the region from trauma and to avoid the risk of distension of the sinus with air from intemperate efforts to blow the nose. I am also careful to renew it often, in order to watch the progress of skin attachment and to avoid the above mentioned inconveniences of exaggerated pressure.
In the great majority of cases, when the operation has been well done, that is to say, when it has fulfilled the double indication of completely disinfecting the fronto-ethmoidal focus and creating a free fronto-nasal channel, and the subsequent maintenance of this channel, complete cure is attained in about one month. Thereafter, the frontal bandage becomes useless, and the patient requires less and less care.
